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Although the diagnosis of ECD was established in our patient
already, the cause of the pericardial effusion was not proved. If
this patient were to present with recurrent pericardial effusion de-
spite ongoing appropriate chemotherapy for ECD, a more radical
pericardial resection might be indicated because the pericardial
histology was consistent with ECD.6
In summary, the clinical observation from this case is that ECD,
although rare, has important cardiovascular presentations. Cardiac
involvement might require surgical intervention. The associated
systemic manifestations can complicate perioperative recovery.
Successful management depends on taking the diverse clinical
manifestations of this multicentric disease into account.
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enetrating cardiac trauma necessitates prompt surgical re-
pair of injuries. We present a case report demonstrating the
use of fluorescence coronary angiography to delineate the
extent of coronary injury after temporary repair of a pene-
trating stab wound.
Clinical Summary
A 22-year old man sustained a knife wound to the left side of his
chest and was transported to a quaternary care trauma center with
severe shock and hypotension. Precipitous loss of vital signs while
in the hospital led to immediate left anterior thoracotomy in the
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pericardium was incised sharply, and a large amount of clot was
evacuated. Spontaneous rhythm returned after a brief period of
open cardiac massage. Examination of the heart revealed
a through-and-through laceration of the right ventricle, with an an-
terior wall entry wound and posterior wall exit wound. Surgical sta-
ples were applied to entry and exit wounds for immediate
hemostasis, and the patient was transferred to the operating room
for definitive cardiac repair.
Rapid biventricular failure with hemodynamic instability en-
sued, although a transesophageal echocardiogram revealed no intra-
cardiac injuries. In response to impending circulatory arrest,
cardiopulmonary bypass was rapidly initiated. Examination of the
posterior wall exit wound during bypass revealed that the surgical
staples had occluded the posterior descending coronary artery
(PDA). The staples impinging on the PDA were removed. The pos-
terior ventricular laceration was in close proximity to the PDA but
did not involve the artery itself. Ventricular repair was completed
with pledgeted polypropylene sutures, as illustrated in Figure 1. It
was unclear whether the PDA had been significantly damaged by
the staples, and coronary artery bypass grafting to the PDAwas con-
sidered. To delineate the coronary anatomy, intraoperative coronary
fluorescence angiography was performed.1,2 A bolus of 1 mL indoc-
yanine green contrast dye was injected into the aortic root through
the cardioplegia catheter. As shown in Figure 2, the PDA was
widely patent, and excellent perfusion of the posterior wall was2008
Brief Communicationsdemonstrated. Coronary artery bypass grafting was therefore not
performed. The patient was successfully weaned from cardiopulmo-
nary bypass, extubated on the first postoperative day, and dis-
charged home in 7 days with no disability.
Discussion
Coronary artery injuries, which are infrequent in the setting of pen-
etrating chest trauma, are typically seen with acute pericardial tam-
ponade. The left anterior descending and right coronary arteries are
most often involved. Smaller coronary branches may be ligated
without major sequelae, but main coronary branches often require
bypass grafts. In this case, hemodynamic collapse as a result of bi-
ventricular failure after control of the cardiac injuries in the emer-
gency department necessitated institution of cardiopulmonary
bypass; however, many such injuries do not require this.3 The use
of surgical staples in the emergency department has enabled ex-
tremely rapid local control of bleeding and is now routine in
many centers.4 In this case, rather than simply perform a precaution-
ary bypass to the PDA, we opted to define the coronary anatomy by
means of intraoperative coronary fluorescence angiography with in-
docyanine green contrast. This is an emerging method of vascular
angiography in which a near-infrared laser excites indocyanine
Figure 1. Intraoperative photograph of repaired exit wound in
close proximity to posterior descending coronary artery. Single
white arrows represent pledgeted ventricular repair sutures. Dou-
ble white arrow represents area of posterior descending coronary
artery entrapped by temporary staples. Black arrow represents
ongoing posterior descending coronary artery.The Journal of Thorgreen dye, causing fluorescence that can be seen in real time on a dig-
ital monitor.1,2 It is most frequently used to determine the intraoper-
ative patency of coronary artery bypass grafts. This report
demonstrates the clinical utility of image-guided cardiac surgery
with fluorescence angiography with indocyanine green contrast in
determining the extent of native coronary artery injuries in the set-
ting of acute trauma.
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Figure 2. Intraoperative fluorescence angiogram. Single arrows
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sents area of posterior descending coronary artery entrapped by
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